We are considering a change which will affect ourselves and also our patients. It is important that we distinguish our feelings about this change from theirs, and remind ourselves that we can be much more sure of ours than we can be of theirs.
If we consider ourselves, the reasons for change have been to do with status and job satisfaction: equality with our medical and surgical colleagues, getting away from rather gloomy and isolated surroundings which are unattractive to all types of staff and, possibly, though this tends not to get mentioned, getting away from gloomy, isolated and unrewarding patients. The reasons against change are more difficult to identify: one is a fear of being submerged by those very colleagues one is hoping to emulate; another more powerful reason is a close identification with the present system and perhaps a fear that it will be difficult to adapt to or have so much power in another one, As the French say, you can't make an omelette without breaking eggs.
In Dr Hutchinson's and Dr Tetlow's papers we have heard some of those arguments. Dr Hutchinson is defending the mental hospital and his argument has been largely about the staff of a mental hospital and its organization, particularly the doctors. But something seems to be wrong with the system in that it is continually being criticized by outsiders. It was not quite clear to me how much Dr Hutchinson sympathized with Dr Bucknill's complaints of the activities of the press in 1859. I suspect that he felt about them as Dr Bucknill's contemporaries in army hospitals in the Crimea must have felt about Russell's classic reports of the conditions there published in The Times. Anyway, enquiries such as 'Sans Everything' which lead to reform are no new thing and are expected to increase, but psychiatrists 'have learned to live with this situation'.
But how do patients get on in learning to live with this situation? According to Dr Hutchinson, some neurotic patients have not: 'They would rather die than enter a mental hospital.' This seems rather a pity, but you will be reassured to know that of the 29000 patients admitted to all psychiatric hospitals in 1969 with a diagnosis of psychoneurosis, over 23 000 went to regional board hospitals.
All the same, I think it is time to look at things, so far as we are able, from the patient's point of view. There are, I believe, grave disadvantages in the mental hospital system for certain groups of patients, and particularly the patient with a chronic handicap, such as some patients with schizophrenia. Dr Tetlow went to the root of the problem in his opening remarks when he quoted the warnings of Dr Conolly. We will be making the same tragic error if we do not work on the assumption that a large number of our patients are going to be handicapped and require some sort of long-term help. The prevalence of schizophrenia, for instance, is 350 per 100 000, and will remain so. At present, about half to a third of these patients are long-stay patients occupying 1.0-1.75 beds per 1000 population. Where are they going to be in ten or fifteen years' time? Only a small percentage of the present long-stay patients will be discharged, and many would argue that it would be inhumane to attempt this on a large scale. But will they be succeeded by another cohort ?
We know from the studies of Wing & Brown (1970) and others that this group of patients is particularly sensitive to its environment, to both over-and under-stimulation. Can we provide the right sort of environment by using, for instance, hostels, with varying degrees of supervision and attendance at day facilities? Will this reduce their handicap, as well as allow these patients the rights of a citizen, by providing them with some of the demands and rewards of life outside hospital? It is a tremendous challenge. I would, in fact, disagree with Dr Tetlow that the focal point of our endeavours should be the recognition and treatment of mental illness in its early stages, and its prevention. At this stage in our development, I would give ourselves a more modestsounding but equally demanding goal: the reduction of handicap of the chronic psychiatric patient, and the prevention of total dependence on an institution. I agree with Dr Tetlow that to attempt to do this is, to some extent, an act of faith, like other advances in psychiatric care. Faith and delusional thinking, impervious to reason, are not too far apart. Our attempts to evaluate these changes Section ofPsychiatry 901 must, therefore, be analysed objectively, and not just by those of the faith. This applies particularly to regions such as Manchester, where in 1969 44 % of all psychiatric admissions were to general units and only 30% to mental hospitals. The Maudsley Hospital's own catchment area is monitored by the Camberwell Case Register. We continue to assess our own efforts with our peculiar mixture of self-congratulation and selfflagellation.
I want to make two more points briefly. First, I am worried that we may be approaching an 'Animal Farm' situation: in our efforts to be on a par with our medical and surgical colleagues, we may become a bit too like them. I have been alarmed by the 'medical-ness' of the general units: someone has said that the ECT rooms have taken the place of the Chapel. If we must be recognized by our colleagues, it must be because we have something very different to offer, otherwise we will be reduced to practising 'Millerian' psychiatry -'neurology without physical signs'. Secondly, I want to remind you that the change looks like being a very gradual one. It is going to take at least twenty years, if one extrapolates the figures from the Mental Health Enquiry for 1969. Bed occupancy has gone down in the past ten years by a rate ofrather less than 0.1 per 1000 per yearwe are now at around 2.5 per 1000. I feel that this is too long a time. I hope that the presence of long-stay mental hospitals will not prevent general psychiatric units from taking their responsibilities seriously and providing, amongst other things, the facilities that are going to be necessary for the chronically handicapped patient. In fact, I would suggest that, during this transitional period, first admissions ( 'It is intoxication that fills the gaols, the lunatic asylums and the workhouses with poor' (Mr Buxton, a brewer, 1855). These words written over 100 years ago show that even then the contribution alcoholism made to crime, mental illness and social problems such as poverty was clearly recognized. Medical opinion at that time and to a varying degree since has revealed a dichotomy between those who see the problem as essentially a moral one, and those who see the alcoholic as a sick person. It is perhaps only in the last thirty years that attempts have been made to understand scientifically the reasons why some people continue drinking despite obvious medical and social harm. Such people are called alcoholics. What actually constitutes an alcoholic, i.e. what is an adequate definition, has been and remains a considerable problem.
The WHO definition of 1952 defines alcoholism in terms of the disturbance (including social dis-turbance) excess drinking produces, and alcoholics as people who drink in excess of their cultural peers. It does include the concept of dependence in relation to alcohol. Dependence implies a state in which drinking has become a dominating necessity: it has gone beyond a 'take it or leave it' stage. Alcohol dependence belongs to the family of dependency disorders, both psychological and physical dependence (Isbell et al. 1955 , Mendelson 1964 ) on alcohol occurring.
Prevalence
Considerable interest has been aroused by prevalence studies of alcoholism. Hospital admission rates are an underestimate and most studies have been in the field. The usual procedure is to make an indirect assessment by asking 'key members' in the community (i.e. those people most likely to be involved with alcoholics) to record alcoholics with whom they come in contact. This has been done using GPs (Parr 1957), health visitors and probation officers (Prys Williams 1963) or a wide variety of social agencies (e.g. Moss & Davies 1967) . Direct random sampling studies have also been made (Bailey et al. 1965) . Finally, an empirical formula based on the frequency of liver cirrhosis (Jellinek 1951) 
